Breaking Bad News
Keith I. Block, MD, Terrence J. Bugno, MD, Frances A. Collichio, MD, Jeremy Geffen, MD, Lidia Schapira, MD Cancer is still, for many patients, an incurable disease. For many patients, cancer takes on a chronic course, with repeated recurrences and bouts of treatment. For still too many patients, it takes a fatal course, as the recurrences worsen and the patient slowly or quickly develops disease that results in death. Those who work with cancer patients must grapple with giving them, or helping them to hear from others, bad news of many sorts. Questions of how to handle bad news in cancer have been widely discussed.
In the April 15, 2002, issue of the Journal of Clinical Oncology, Walter F. Baile and his colleagues at the M. D. Anderson Cancer Center addressed this issue again in a paper titled "Oncologists' Attitudes Toward and Practices in Giving Bad News: An Exploratory Study." 1 Their study surveyed 167 oncologists attending the 1998 annual meeting of the American Society of Clinical Oncology. The participants were asked to fill in questionnaires on the frequency with which they discussed bad news of a variety of types and the difficulties they encountered in these discussions. Participating physicians were able to rate difficulties on a scale of 0 to 4. Results from the questionnaire were analyzed by gender, age, practice setting (academic or nonacademic), and whether the physician practiced in a Western or non-Western country.
Findings of the study included the calculation that the physicians discussed bad news with patients an average of 35 times per month. Bad news included new cancer diagnosis, recurrence, treatment failure, lack of further curative treatments, referrals to hospice, do not resuscitate (DNR) orders, and euthanasia. The study population found discussions of lack of availability of further curative treatment the most difficult of these items to discuss (an average of 3.8 points out of 4 possible), while new cancer diagnosis was the least difficult (2.6 points). Other difficult issues that received an average of 3 or more points were difficulties in finding enough time to talk to patients, dealing with the families of patients, responding to patients' emotions, being honest with patients without being depressing, and handling one's own negative emotions. Specific types of communications were also explored with the participants. More than 40% of the physicians reported that they occasionally to frequently adopted these communication strategies: shielding patients from grave prognoses if the patient does not ask about the subject, withholding discussion of the prognosis from the patient at the request of his or her family, using euphemisms when discussing issues of prognosis in order not to destroy the patient's hope, and proposing treatments that the physician knows will not work in order to maintain hope. Physicians practicing in non-Western countries were more likely to use these strategies. Male physicians were more likely to use euphemisms than were female physicians, and they were also more likely to give patients specific probabilities that treatments would not work.
Participants were also asked the time at which they thought it was best to discuss DNR orders. Close to 40% of physicians felt the time of diagnosis or presentation with metastatic disease was optimal, and a similar number felt that the time after treatment failure was the best time. Smaller numbers reported that the time just before hospice referral or a few days to hours before the patient's death were the optimal times.
Integrative cancer physicians are not spared from the necessity of delivering bad news about treatment failure to patients or from referrals to hospice, DNR orders, or any other of the topics discussed in the paper of Baile et al. 1 The staff of Integrative Cancer Therapies wondered, however, if the openness of many integrative practitioners to a variety of alternative therapies and the commitment of most integrative practitioners to treating the patient in a holistic framework would change the strategies they use in discussing painful topics with patients. Will they, for instance, be more ready than conventionally practicing physicians to prescribe treatments they do not think will work in order to preserve hope? Has the integrative focus on psychooncology assisted these physicians in helping their patients adjust to bad news? Has psychooncology helped these physicians care for their own emotional stress? Or do integrative physicians use basically the same strategies as any compassionate conventional-practicing oncologist would use when giving bad news?
In this issue's "Point-Counterpoint," we have asked both integrative and conventionally oriented physicians about their practices in this area, not in the questionnaire format followed by Baile et al, 1 but in a discussion format that allows them to provide narrative rather than quantitative answers. In this context, the phrase bad news could be placed in quotes throughout the discussion, since each physician may view the same potentially sensitive information differently and may have unique preferences for presenting such information to the patient. Statistics pertaining to prognosis, for example, can be interpreted and used in a variety of ways.
Poor doctor-patient communication skills may lead to increased emotional distress and a poorer psychological adjustment to cancer. The consensus of many surveys to date is that physicians need to become better equipped to deliver emotionally sensitive information and to deal with the emotional responses of the individuals who are receiving such information. To these ends, it is hoped that the insights provided by this roundtable discussion will help inform physician education and improve the communication skills that can dramatically influence a patient's well-being.
Two conventionally practicing oncologists kindly agreed to respond to these questions for us. Frances Collichio is a clinical assistant professor at the University of North Carolina (UNC), Chapel Hill, and also works in a satellite clinic in Sanford, North Carolina. Her research interests are in breast cancer, and she has published phase II studies in stage IV breast cancer. She is also the lead author of a review of psychosocial aspects of pregnancy after breast cancer. 2 Lidia Schapira is a senior associate in medicine at Beth Israel Deaconness Medical Center and instructor in medicine at Harvard Medical School, and she has previously commented on issues of bad news in the pages of the Journal of Clinical Oncology. 3 While these 2 authors have very busy practices and have not responded in as much detail as the 2 integrative physicians who have contributed to this piece, we particularly appreciate their willingness to respond to the issues raised in this article, in a journal that is not directly in their area of practice. Their responses highlight some especially interesting perspectives on the varieties of patients seen in different practices. Two physicians who classify themselves as integrative practitioners have also responded in this article. Terrence J. Bugno is a radiation oncologist, practicing in the Chicago area, who has been active in the field of bioenergetic medicine in addition to his radiation oncology practice. Jeremy Geffen practices at the Geffen Cancer Center and Research Institute in Vero Beach, Florida. He is the author of a patient-oriented book on cancer, Journey Through Cancer. 4 Our 2 integrative practitioners, who naturally show a greater degree of commitment to the field of integrative medicine, have gone into substantial detail in some of their responses. All 4 physicians offer valuable insights to practitioners working with cancer patients, and all 4 sets of responses manifest the compassion and heart that can be found in the field of oncology today.
As is our custom in Point-Counterpoint features, each question developed by our staff is followed by responses from the 4 contributors. A final section, by the lead author, summarizes the major points that have emerged from the discussion.
Point 1.

Cancer itself is typically perceived as bad news, regardless of the type or stage. Nevertheless, bad news can crop up several times during and after the initial diagnosis. How often (eg, about how many times per week or month) do you have discussions of bad news with your patients?
Collichio: I have discussions of bad news about 12 times a
week and approximately 50 times a month. This includes telling about 4 people on each Tuesday, Thursday, and Friday that their cancer is either not responding to the treatment, has reoccurred, or may have reoccurred. On Wednesday, I see between 2 and 4 new patients with cancer. I have to let them know about a new diagnosis of cancer and the treatment it entails. I have to describe chemotherapy and its horrible side effects. About 2 to 3 times per month, I put patients on hospice. This occurs more often when I am working the inpatient setting. Schapira: Although this varies, I give "really" bad and sad news between 5 and 20 times a month. These conversations typically imply the patient's life will change forever or that there is a real risk of disability or death. Bugno: Of course, it really depends on what is perceived as bad news. Is it that a cancer marker has increased on a serial test? Is it that a mammogram taken after lumpectomy and adjuvant systemic chemotherapy, but before breast conserving radiation therapy shows residual microcalcifications in the primary tumor bed? Is it that disease progression has been established on a diagnostic test? For a patient who is in severe pain, bad news could even be that the magnetic resonance imaging of the spine shows not cancer but instead degenerative disc disease and a benign fracture from osteoporosis, which may be even more difficult to treat effectively than cancer. Discussion regarding what constitutes bad news clearly has multiple facets: what the patient perceives as bad, what the family and support system sees as bad, and what the physician/health care practitioner notes as bad. Each party has a frame of reference from which to view the news, and yet implications of a piece of bad news may be quite different to the different parties. When taking bad news in its broadest concept, as a radiation oncologist/integrative medicine clinician, I discuss bad news with patients as infrequently as 1 to 2 times per week to as many as 1 to 2 times per day at different periods! Each of these situations must be addressed within the context of the patient's paradigms of health and wellness and their own sense of what constitutes a threat to their existence. Often, with clarification, one can get beyond the stigmata of the facts and address their contents objectively but compassionately. Geffen: On a typical day, 30 to 40 patients come to our Cancer Center for office visits, blood work, chemotherapy, or injections of some kind. As with most oncology patients, these individuals are dealing with a wide variety of challenges, ranging from relatively minor and stable to very serious or even life threatening. In this context, there is a wide range of things that can qualify as "bad news." For example, having to change or delay treatment because of low blood counts or other unexpected problems can be very upsetting for many people. These kinds of events could easily be regarded as "bad news," even though they might not be immediately life threatening. In the same way, having to send an individual for unwanted and perhaps uncomfortable diagnostic tests is also often seen and experienced as "bad news," regardless of the expected results. And of course, confronting extremely serious or grave aspects of cancer recurrence or progression, which is universally regarded as "bad news," is a fairly common occurrence in oncology. If we include this whole range of possibilities, I would estimate that we have discussions about "bad news" at least 25 times a week. And of these, probably 10 are in the very serious or life-threatening category. And I give as much effort as I consider necessary in order to build a trusting relationship with the patient (in the case of a new patient) or to support him or her in adapting to the "news" I have provided. If I have a tight schedule and cannot spend as much time as I think is needed, I make a point of scheduling a followup phone call or visit in the next 24 hours. I think that patients learn to cope from us and that we can do a huge service to patients by encouraging them to express their fears and to feel our support and encouragement as they mobilize their own coping mechanisms. Bugno: Without question, it is often not simply that the information must be communicated to the patient but how that information is presented within the mutually established bond of trust, communication, and frankness, which should, ideally, be established already between patient and clinician. Any caring, compassionate, and concerned clinician-notwithstanding their characterization as "conventional," "holistic," or "integrative"-must exhibit sensitivity to the situation and must individualize communication. Years ago, transactional analysis teachings identified a key aspect of human communication: the notion that interactions could be adult to adult, adult to parent, parent to child, adult to child, etc. The nature of the interaction, and the perspectives held, could markedly affect what information is communicated and how it is perceived. This is but one aspect of the psychosocial underpinnings that conscientious clinicians should consider in breaking "bad" newsor any news for that matter. Moreover, other aspects of basic human contact, such as mutual respect conveyed through greetings, body image, language, sincerity, considerations for comfort, and ways to maintain a sense of balance, can all be blended into the tapestry of such interactions. This can be done with compassion, empathy, and even, when appropriate, humor. Asking appropriate questions to determine the mind-set of the patient and ongoing awareness of the patient's personal relationships and ability to cope
Point 2.
Do you consider yourself to be well versed in the psychosocial consequences of a cancer diagnosis? How much attention do you devote to the emotional well-being of your patient around the time that information is delivered concerning his or her disease state and its prognosis? Do you believe that your ability to establish a personal, trusting relationship with your patient influences his or her capacity to cope with bad news?
Point-Counterpoint
with key aspects of daily life during cancer treatment can bring about a context and appreciation for the patient's ability to encounter bad news, both emotionally and physically.
For instance, if a patient is dealing with an estranged sibling who's returned to the nest, if a patient was just informed that a spouse has taken ill, if financial situations including bills and legal commitments have become overbearing, or if a patient is coping with a night of insomnia, this background information must at least be considered in a discussion of bad news. Both the timing and the sensitivity of discussions must be tailored to the situation and the clinician's goal of delivering informational content in a caring, compassionate, yet competent manner. It is imperative that, within reason, this process not be rushed. It is quite often the case that the patient does not realize the true significance of a particular finding at the moment of first hearing it. The patient may also be caught off guard and not be able to fully comprehend what is being said, or they may merely become reactive and shut off the flow of information. Working with a patient in this way takes time. Although time is a precious commodity in today's clinics, caring communication with patients is perhaps the most important aspect of health care, since it is often "who we are" to patients, and not what we do to them, that makes for a healing partnership, enhancing the entire process and its potential outcomes.
It is also fair to observe that patients often "play off" their doctors, particularly during a needy phase of their adjustment to a cancer diagnosis. It is important that the physician retain the human qualities of authenticity and genuineness. Style also becomes an important consideration: if a doctor puts a negative spin on a situation in which results are only moderately bad, it can negatively impact a patient's results; a positive light on the same situation can equally impact the patient's results in a positive way. Geffen: It is important to be consciously aware of the hopes, fears, desires, and intentions of the patientand their loved ones. Where are they in the course of their illness? How motivated are they to live and to pursue treatment options? What is their age? Do they have an adequate support system? What is their physical condition? What is happening deep inside their mind, heart, and spirit? Who are they as a human being? And where are they on their unique life path? All of these issues are very important, especially when dealing with cancer. They should be consciously considered in any discussions with a patient and especially when faced with ver y challenging medical circumstances.
One of the most glaring gaps in health care today, especially in oncology, is the lack of skillful response to the emotional needs and concerns of patients and their families. This is another consistent complaint that I hear from patients who come to me from all over the country, many of whom were treated in major medical centers. Very little attention has been devoted to dealing with the emotional aspects of their care. If patients are feeling sad or depressed, their emotions are either ignored outright by the doctor, are minimized, or they might be prescribed an antidepressant medication. Most oncologists are too busy, or are not adequately trained, to skillfully understand and know how to respond appropriately to the distinction, say, between true clinical depression and normal, appropriate grieving. Similarly, oncologists often can't skillfully distinguish between depression that is associated with fatigue and may be related to malnourishment from depression that is related to a true biochemical imbalance in their brain or depression that has to do with dysfunctional family dynamics that are glaring and unaddressed. The inadequate attention to these dynamics and distinctions in medicine is so dramatic that I refer to it as the "elephant in the room." It is there, everyone involved can see and feel it, but no one wants to admit it is going on. This is another critically important area where we need to make progress.
Point 3.
Surveys have found that cancer patients tend to expect full disclosure from their oncologists or general practitioners. How do you feel it is best to present bad news? Please be frank about your typical style of presentation. For example, do you tend to present bad news in an unhurried and balanced fashion, or do you prefer to get it over with as quickly as possible? How easy is it for you to be honest without being depressing? Are you usually direct in your discussions or do you tend to communicate through metaphor and euphemisms? (Please elaborate on those situations in which either directness or lack thereof may be appropriate, in your view.)
Collichio: I always wonder how surveys are done. I don't think that cancer patients tend to expect full disclosure from their oncologist or general practitioners. Certainly some do, but in the past 10 years, I have taken care of people from inner-city Rochester, New York; a Catholic hospital in Rochester, New York; the poorest farm lands of New York State; the poorest farmlands of North Carolina; and Hispanic patients in North Carolina, and I can tell you that very few of these patients want full disclosure. They want to know that they will be loved, cared for, and pain free at the end of their lives. They want the doctor to make decisions on their care. There are also the intellectual people that I meet at the University of North Carolina and in Stanford who definitely do want more details. So the presentation of bad news depends on whom I am talking to. It is always done with a family member or friend present and in a nonhurried fashion. It doesn't take long to give this news because the delivery is all in the body language, the look, and the caring that is conveyed. I will be direct and say that "your cancer has recurred and our plans are. . . ." I don't use metaphors. Schapira: I feel it is best to be flexible and agile and to present the information in the way best suited to the individual patient. I usually ask the patient directly how much he or she wants to know and how he or she would like the information delivered. In giving news, I can be very specific about statistics and treatment options or I can present a very broad picture; it depends on the patient. I try never to rush or to appear hurried, because I respect the fact that for that individual, it is a very important moment. In attempting to be honest without being depressing, I try to be direct and not beat around the bush, but I am far from perfect! I think it is inherently difficult and sometimes impossible to be honest without being depressing. In fact, I don't like this question because I believe that the news itself is often depressing, regardless of how it is presented. There is simply no nice and gentle way to tell somebody they have brain metastases. The best we can do is provide support and strength and express our sorrow as we also take charge and present a plan of action. Bugno: I usually will first assess what the patient knows, based on the diagnostic testing that has preceded the conversation. This sets the stage for me to begin some education and dialogue regarding the underlying mechanisms of the cancer's presentation, including what happens at the cellular level and the basics of tumor biology. This leads us to what is known, what is presumed to be true, and what is possible in the patient's diagnosis. The notions of a million cells equaling the head of a pin and a billion cells equaling a marble are useful, especially to help indicate that because of our limitations to detect disease, a greater portion of the patient's cancer is still what we don't see, not just what is seen in the diagnostic procedures. I believe that patients are astute enough to recognize when a doctor is uncomfortable with a situation, is emotionally taken aback by a clinical situation, or (and potentially even more devastating) when a clinician is indifferent when disclosing the nuances and specifics of a cancer diagnosis and/or its ramifications. "Honesty is the best policy" holds true here because patients do know more than we may give them credit for. I believe strongly that the patient (at least by the time he or she has arrived in the office of a specialist like a radiation oncologist) often has an intuitive feeling about the significance of what is happening medically and is seeking to have this feeling either validated through the discussion or perhaps clarified and refined.
As to style, it is imperative that the compassionate integrative and holistic medicine physician be at all times aware of, and thus honor the impact of, both the spoken word and the visual cues and other channels by which one can educate and engage the senses. The physician must at the same time honor and address patient concerns from a mind/body and spiritual dimension, including recognition of the patient's spiritual axis and aspects of their religious affiliation.
I have often found the concept of cancer as a chronic disease to be useful, especially in early, localized forms in which the disease appears not only treatable but often curable with conventional therapy. The comparison with a chronic degenerative disease can be apt. This analogy is also valid when one deals with stage IV or metastatic cancer. In this situation, one can make a comparison with a cardiovascular or musculoskeletal condition that cannot be cured or fixed but for which the disease tempo and eventual manifestation of symptoms can be controlled and alleviated, even if temporarily. This kind of discussion can allow for the element of hope to be realistically injected and for options to be addressed in a balanced way.
In general, on knowing the background and individual circumstances of the patient and the cancer, one can tailor the conversation in an appropriate context by speaking in terms that the patient can understand. Most importantly, one must seek feedback both verbally and nonverbally (eg, through body language) to ensure that what is meant has been transmitted. Asking patients to reexplain and interpret in their own words their understanding of the clinical situation can be most instructive and provide much needed information from which to structure future interactions. Geffen: Regarding my style of presenting "bad news," I will say unabashedly that I always try very hard to find something positive and reassuring to say. I would add that I believe it is essential to do this with integrity, which means being hopeful and reassuring, while also being honest and nonpatronizing at the same time. I think that the overriding impetus should always be kindness and compassion. This includes being honest and factual, but the emphasis is on being supportive at the same time. You see, it is important to remember what we are trying to do in medicine, what our true goals and intentions are, in addition to addressing the immediate medical issue or challenge at hand. In the short term, of course, we are here to try to "fix the problem" as efficiently and effectively as possible. This is the aspect of medicine that I call its "relative purpose." It is clearly where the profession puts its overwhelming focus. The challenge, of course, is that this approach is profoundly limited. Why? Because as anyone who has ever been sick understands, when dealing with illness, there is a lot more going on than what you see on the blood tests or computed tomography (CT) scans or read in the pathology reports. On the objective level, the illness itself is there, but it is almost always overlain with mental, emotional, and spiritual responses that are completely subjective. Quite often, these responses are the source of even greater pain and suffering than the physical aspects of the disease, but they are often overlooked. As physicians and healers, I believe we are here to address them all. Above all else, we are here to relieve suffering and, even more specifically, to promote the experience of love and joy and happiness that every living being is seeking, consciously or unconsciously. This is what I regard as medicine's "ultimate purpose." As farreaching as this may sound, I honestly believe that as a culture, we would be wise to embrace it wholeheartedly. Striving to fulfill this "ultimate purpose"regardless of what is happening on the relative plane of things-is one of the greatest opportunities we have in medicine and in life. As a culture, we just don't fully recognize this yet. The current biomechanical model of medicine also rarely acknowledges this, if at all. This is sad and unfortunate because, as a result, many important opportunities for joy and healing are missed. It also contributes to unnecessary pain and suffering, for doctors as well as patients.
Returning to this question of sharing "bad news," it is important to emphasize the importance of honesty and integrity in these situations, but again, with an emphasis on kindness. I don't believe in misrepresenting or minimizing the seriousness of things, especially when the someone is clearly dying or the situation is grave. These dire circumstances, however, actually represent only a small percentage of the encounters between patients and physicians. In the vast majority of situations-even when dealing with "bad news"there is usually still quite a lot of room to maneuver and continue to try to find positive and meaningful solutions to the problems people are facing. While it is true that a common coping strategy is to deny or minimize the seriousness of a medical condition, it is interesting to note that quite often-if not more oftenpeople hear "bad news" and assume things are worse than they may actually be. This phenomenon is often ignored or overlooked in the name of "being totally honest." The "truth" can also be expressed in blunt and uncaring ways that are wounding, damaging, and unnecessarily discouraging to patients and their loved ones. So this whole process requires a great deal of awareness and sensitivity. However, once again, I believe there is almost always something positive, or at the very least comforting and reassuring, that can be said, if you are willing to look. Even the most dreadful news can be delivered with kindness, love, and compassion.
Let me share a specific example that addresses many of these points. Earlier today, I saw a 46-year-old woman patient, whom I shall call Mrs. Jones. She was diagnosed about 2 months ago with an adenocarcinoma of unknown primary, complicated by bone and lung metastases. Although this is generally regarded as an incurable malignancy, a number of very meaningful treatment options exist. Nonetheless, it is not yet possible to reliably predict how an individual patient will respond. Mrs. Jones received 2 cycles of chemotherapy with Carboplatin and Taxol, a very standard regimen for this cancer, and was sent for restaging bone and CT scans. Unfortunately, the scans showed that she had developed multiple new bone and lung lesions and new liver metastases as well. At our visit today, I had to tell her about this.
In light of Mrs. Jones's restaging study results, her clinical situation-which was tough to begin withhad now become even more challenging. Based on conventional criteria, her prognosis was even worse than it was before we began treatment. Now, how I present this news to Mrs. Jones is going to make a lot of difference in how she feels and what happens next. The whole experience could be discouraging or even devastating to her and could leave her feeling abandoned, alone, and hopeless. Or, it could provide her with a realistic understanding of what she is dealing with while also leaving her inspired, hopeful, feeling loved and cared for, and ready to keep moving forward. In my opinion, these distinctions really matter. They are important. Knowing how to be truthful in a situation like this, while at the same time maintaining hope and a genuine sense of caring and concern, is an art, a skill, that I believe distinguishes good doctors from great ones.
In trying to move this whole field forward, one of my big passions is to change the language of medicine, and especially oncology. There is a powerful expression that says, "Language is the house of being." What this means is that one's language reveals a great deal about the level of one's consciousness. This is quite evident in the field of oncology, which is riddled with militaristic terminology. For example, in this country, we speak of the "war on cancer." Amazingly, this whole concept is wholeheartedly embraced by almost everyone. Even General Norman Schwartzkopf has been enlisted in the fight! Cancer is the "enemy," doctors are trained to "attack" tumors, we speak of new drugs in our "armamentarium," and we spend billions searching for the ultimate "magic bullet" that will leave us victorious in the "battle." In my view, this whole approach, while certainly understandable, is very limited. It is also misguided because at the end of the day, cancer is not a war, it's a journey. No matter how favorable or serious the prognosis-or the outcome-cancer is always a journey. To speak of a healing profession and simultaneously invoke such violent, militaristic language is a great mistake because it creates an underlying atmosphere of aggression and combat, rather than one of love, caring, exploration, and transformation. Consciously or unconsciously, this kind of language colors every thought, action, and decision of everyone involved. It influences how people evaluate what is happening along the way, and in turn how they experience what is happening. Even worse, it divides people into victims and victors, vanquishers and the vanquished. These categories are not only deeply simplistic and immature but ultimately illusory.
Another absurd phrase used by conventional oncologists when a patient's cancer relapses or progresses after treatment is to say that the patient "failed chemotherapy." This language is not only grossly insensitive but also deeply misguided. The reality, of course, is that the chemotherapy failed the patient. Imagine if I said to a patient, "Mr Smith, I am sorry but I have bad news. Your cancer has spread. You failed treatment, and so now we have to do more chemo or you're going to die." As grotesque as this sounds, such communications are fairly common in medicine. I can't tell you how many times I have heard stories like this from patients who come to our center after having been evaluated or treated elsewhere. It is sad, but true.
Let's return to the experience earlier today with Mrs. Jones. When I went into the exam room, she was trembling in fear. Given her situation, this was understandable. Once again, here is a 46-year-old woman, a single mom, undergoing treatment for an aggressive metastatic cancer, and she was waiting to hear what her restaging scans had shown. If I had come in there and simply downloaded the results of her scans in an unfeeling, clinical, "matter of fact" way-as truthful as that might have been-it would have been unkind. It would also be destructive and could cause her to see things worse than they already are. I like to quote an expression from Shakespeare: "Nothing is either good or bad, but thinking makes it so." As hard as this may be to realize at times, it actually expresses great truth and wisdom. An "event" occurs in our world, or in our experience of "reality," and then there is our cognitive or emotional response, reaction, and interpretation of the event. For most people, the reactions and judgments and meaning given to the event all happen so fast, and so instinctively, that people don't see the distinctions. Patients, and their loved ones as well, will hear the "news" and quite often will instantly assign it a meaning that it may, in fact, not have at all. This is a critical point. In oncology, it is extremely important to understand and remember this.
Let me explain why. In the case of Mrs. Jones, for example, it is true that there are new nodules in her lungs, new nodules in her liver, and new bone metastases as well. These are the objective facts. But the meaning that Mrs. Jones gives to those lesions, and the emotional responses she has as a result, are completely subjective. As a result, these responses will vary widely from one person to the next. It is important to recognize this because these cognitive and emotional responses are usually instinctual and often based in fear. They not only impact how a person feels but will ultimately affect every decision they make from that point onward-for better or worse. And furthermore, their emotional responses will affect their physiology in some very meaningful and significant ways, including their ability to sleep, their immune function, their digestive system, their endocrine function, and so on.
I can illustrate this with a phenomenon that has become quite common in recent years. Because of the increasing utilization of mammography, many thousands of women are diagnosed each year with very early-stage noninvasive breast cancer. These cancers have a very high cure rate with lumpectomy and radiation. Nonetheless, it is common to see women diagnosed with this highly curable form of breast cancer who experience a tremendous emotional upheaval after they hear the news. Despite being informed about their excellent prognosis, they feel as if their life is over. Now, of course, I am not trying to suggest that a diagnosis of cancer is not stressful, because it is. But the huge range of human responses to a cancer diagnosis is something extraordinary to behold. It illustrates with absolutely clarity that an "event" occurs, and then there is an individual's "response" to the event, and quite often one has very little to do with the other. While people tend to assume that the diagnosis causes the distress, very often it is simply a catalyst that unmasks a deep, underlying, preexisting emotional wound or emotional pain. Why do I say this? Because the range of responses is so dramatic. Some patients receive profoundly serious or even lifethreatening news about their disease, and they respond in a remarkably inspiring, noble manner. They are clearly upset but manage to find a source of inner strength and calm, and they don't fall apart. Other patients, who may be diagnosed with a highly curable cancer, respond with an emotional breakdown. So it is not just the illness, or the diagnosis, that is active here. Once again, quite often the real source of distress is the meaning ascribed to the illness and what the diagnosis evokes inside of their mind and heart. The diagnosis reveals fear, anger, frustration, or other kinds of woundedness in the emotional self that is unmasked by the crisis, not created by it. This is true not only for the patient but for all of the family members as well.
In clinical practice, it is often hard to know how a particular patient is going to respond to a specific diagnosis. After knowing and working with an individual for a while, however, you usually develop some feeling or understanding of their response mechanisms. With Mrs. Jones, I knew that how I presented the information about her scans to her would be of great importance. If I presented the news in a way that she heard as being disastrous, her body would have a physiological response that would be emotionally and biologically destructive. Every human being alive can feel what goes on in their physiology when they feel despair, frustration, or hopelessness. Everyone knows those feelings. Everyone also knows how it feels within their physiology when they feel confident, inspired, and hopeful. Those emotions evoke a completely different physiology, and the distinction is very important. What often makes a critical difference in what occurs is how the doctor communicates. Even very simple things are important, like whether or not the doctor is in a hurry, whether he or she is sitting down or standing up, sitting close or far away, making eye contact or looking at the chart, and whether or not they are feeling frustration, impatience, uncertainty, or confidence while they are talking. How these communications are delivered is often as important as "the facts" being conveyed. I believe that in time, we will be able to prove that modes of communication that are consistently calm, harmonious, and consciously loving and compassionate may actually translate into a measurable survival advantage.
So let's return to the visit with Mrs. Jones earlier today. After entering the room and sitting down, I said hello and she immediately jumped in and anxiously asked, "What did the scans show?" I said, "Well, Karen, the CT scan showed that some new lesions have appeared. This is unfortunate, but the good news is that they are really very small. And the other lesions have increased in size, too. But only by a very small amount. So we still have quite a lot of room to move forward from here."
Mrs. Jones looked at me pleadingly and asked, "How bad is this, Doctor Geffen?" And I said, "Well, Karen, this is not the news we were hoping for, and I'll acknowledge that. But again, even though things have progressed, it is only by a small amount. And there are a number of other treatments that we can explore next, as we have discussed. Some patients will respond to these others therapies in a very gratifying way. And these new nodules could have been huge, and there could have been a large number of them. Instead, there are only a few, and they are really small. So we have much to be thankful for, and a lot of options to consider."
Now how does that compare with a different scenario, for example, if I had gone in and said, "You know, Karen, you have 3 new lesions in your right lung, 2 in your left lung, and 3 in your liver. In addition, you also have 3 new bone lesions. This is not good. Your disease has progressed and if you want to live we are going to have to change chemos. If you don't take more chemo, you are going to die, probably within a few months. I have to tell you, though, that in this setting the majority of patients don't respond to more treatment."
In actuality, in these 2 scenarios, the very same "factual" information is conveyed but with 2 completely different styles. Both are "honest," but one is also kind, positive, and merciful, and the other is cold, clinical, and devoid of feeling. The merciful way is not dishonest because we really don't know what is going to happen next. She really could have an incredibly positive response to her next chemotherapy regimen, even if the chances are relatively small. We simply don't know. Furthermore, if she is not terrified by the "data," she will likely ask the questions she needs to ask in order to make a reasoned, sensible, and appropriate decision for herself. This is just a more humane, compassionate way of presenting and discussing what is going on.
Point 4.
What are the particular difficulties you encounter in discussions with patients who are facing cancer recurrence or failure of conventional (or alternative) treatment? Does your practice offer specific medical, psychological, or alternative strategies for patients in these situations? Do you feel that it is primarily up to friends and family to provide emotional support to the patient, or should doctors also play a primary role in this regard (ie, beyond simply providing the medical information per se)?
Collichio: The main difficulty comes when I haven't worked with the patient or the family for very long, so there is less trust on the patient's part. The second problem comes from the rare patient or family that is in complete denial over the situation. Sometimes there is nothing you can do about this. It is primarily up to friends and family to provide emotional support to the patient. I always remember one of my teachers asking me to be sure that there is always a family around the patient because the patient will be gone someday and the family is left behind. The doctor provides support too, but this cannot overburden her because she has to be available for the next needy patient. Schapira: The greatest difficulty is handling a patient's disappointment or disbelief that their cancer therapies have proven ineffective and helping them to redefine their hopes. These are the times when many of us are tempted to present the facts in such a way that the news seems less bad, but we need to discipline ourselves to face the reality of the situation and show, by our own example, that we need to face the facts and move on-toward acceptance. I often refer patients for psychological counseling when these situations are difficult. And, as I stated earlier, I think it is a doctor's obligation to provide support and to "bear witness" to a patient's suffering or distress. Bugno: In routine management, there is already mutual trust, open communication, and ongoing dialogue between the patient and doctor, so that I have the "pulse" on the patient's current psychosocial, emotional, mental, and physical situation. Important family or relationship figures may be part of this dialogue. Often, if either routine diagnostic testing or symptomrelated testing is required, by appropriately implementing proactive counseling about the rationales for tests, possible results, and their ramifications, I have already worked toward taking the sting out of these encounters where there is a high pretest probability that cancer recurrence and/or failure of existing therapies will be noted. I will give patients specific tools to help them adapt to distressing test results. By the time the test results are available, we have already talked about various modes of stress reduction (eg, breathing techniques, visualization, music/sound, prayer, biofeedback), explored essential oils, Rescue Rem-edy™, activities, rest, journaling, psychosocial work, counseling, and even using acupuncture or Reiki as a method to balance and restore. Sometimes it is quite reasonable to use something pharmacologic to help temporarily in the process of assimilation, especially when patients are given overwhelming news.
Referral to appropriate complementary health care practitioners to assist in addressing key aspects of coping can be most beneficial, both because hearing another perspective on the information can be useful and because of the specific tools, techniques, and support that can be taught. A problem can arise, though, when there is too great of a time lag between when the service is needed and when it becomes available. Preparation ahead of time based on thorough knowledge of the circumstances may address this, at least to some extent. Yet in the moment when the information is disclosed, who is the one individual readily available to address the patient's emotional as well as psychological and physical needs? It is the clinician, of course, and it behooves the astute practitioner to develop skills in management of stressful news as well as possible on the spot.
Without question, one of the chief difficulties when a modality of therapy isn't working is that most patients will desire some specific discussion regarding the option of further cancer-directed therapies, be they conventional or alternative. Preparation to address this question is most beneficial. If further options are unclear, simply indicating that one doesn't know but will explore all the possibilities is honest and allows for digestion of the consequences of the lack of clarity by all parties. It also sends the message at multiple levels that no one individual has all the answers. It also conveys a willingness to continue in partnership toward mutually recognized goals, so the patient is not left to feel alone in the process of discovery and selection from among different options.
A holistic approach to health care actually includes dealing with the emotional component of illness, whether cancer and virtually any other illness. Addressing emotional needs thus should not be shunned or given short shrift, for in doing so doctors send confused, and perhaps inadvertent, messages betraying either their own discomfort with a situation or a lack of caring and concern. The cold, detached, and impersonal style, although it might best protect the insecure practitioner, does nothing favorable for the patient's situation-it only aggravates it. I often am asked, "Why does Doctor X behave so matter of fact about my cancer? It's as if he/she doesn't care about what's going on with me. It makes me feel like I'm just another number." I am quick to remind patients that many doctors indeed do take things rather personally and that their reactions are just human reactions as the doctors themselves cope with their own limitations, their own perceptions of disease and its treatment, and their own insecurities. This can lead them to sometimes choose to insulate themselves from the reality of the situation by their behaviors and by these natural reactions that must be closely monitored to avoid harming their patients.
If the patient's relationship dynamic includes close family or friends, the patient should be given the option of either having them included in the discussion, returning with them to have another review of what has transpired, or giving permission for information to be conveyed via phone, Internet, or another medium. Occasionally this can backfire. This can be seen when a patient has already prepared for the reality of disease progression but must then console and contend with the emotions and reactions on the part of well-intentioned significant others. This can cause an entrapment that, according some models analyzing the emotional underpinnings of cancer (such as Temoshok's theory of type C behavior), further fosters the patient's inability to take action for self-care and reinforces the inner dictate that they should take care of everyone else first. Geffen: Countless difficulties and problems are encountered in these kinds of discussions. Because of this, once again, I believe it is essential to find a way to promote and sustain a spirit of hope and optimism and at the same time help patients achieve a realistic understanding about where they are and what they can expect. Doing this is a skill, an art form. For example, if you have a gentleman with metastatic prostate cancer who has progressed on hormone therapy, and you are going to talk about trying chemotherapy, or any other therapy for that matter, you then have to walk a very delicate line. You have to be honest when you offer them a therapy that you know can help, without overstating the potential benefits. Why? Because if the treatment doesn't work, they will feel misled and betrayed-and rightly so. On the other hand, if you only emphasize the negative aspects of a particular treatment, especially when it is admittedly not curative, then you are not helping the patient either. It is a fine line, and walking this line elegantly requires honesty, integrity, compassion, sensitivity, and wisdom.
One of the problems that can arise, though, is that many patients don't want to hear the truth. They can't. They are not ready to face what is really happening, and so you have real problems when their cancer progresses. They are wandering around with a misguided understanding of their situation, in spite of your sincere efforts to give them an accurate picture. They are then shocked, devastated, or horrified that their cancer has come back or progressed-even though you have made it quite clear that this could happen. This is a tough problem and, again, a very delicate matter because it serves no one to bash people over the head with bad news, and yet there is an ethical obligation to tell them the truth. So what to do? When all else fails, be honest, but always remember to be kind.
Our Cancer Center has an integrative medicine program that includes a broad array of complementary healing modalities including massage, acupuncture, dietary programs, support groups, yoga, and guided imagery classes. Patients and their loved ones have found these to be extremely helpful and beneficial. There is no question that a "whole person" approach relieves stress and empowers and strengthens patients in profound ways. These programs also provide a critically important source of emotional support for patients-support that they, quite honestly, often cannot receive from their spouse or other family members. This is a key point. Many patients want and expect their spouse or family members to meet all of their emotional needs. This is often not only unwise but very impractical-even though everyone involved may be well intentioned. As a result, I strongly encourage patients to find support in other arenas as well. It is unrealistic to expect your spouse or children to meet all of your emotional needs when you are facing cancer. Not only is it unrealistic, it is often actually destructive. I am therefore a very strong advocate for the idea that patients should consciously release their family members and intimate friends from carrying that burden alone. I strongly encourage patients to seek out and receive support from other sources, like support groups, from their clergy, or from private counseling sessions. I encourage them to attend some of our programs with their family members but also to attend some of them on their own. This gives them an opportunity to meet new people, to hear new ideas, to expand their horizons, and to see new possibilities for their lives and healing that would otherwise be missed.
Point 5.
When a patient's conventional treatment has failed them and no further curative conventional options are available, what types of alternatives are you willing to consider? Do you ever have patients abandon integrative/conventional medicine and use only alternative treatments that are not offered by your practice? If so, under what circumstances? Please describe any rules or principles of patient care to which you might attempt to adhere in such situations.
Collichio: When conventional treatment has failed and there are no other options available, I don't offer alternative medicine unless the patient brings it up. Most of the time when conventional treatment has failed, we move into a palliative mode, and I speak to the patient about things that we will do to keep them comfortable. I have never used alternative medicine alone because most of these people have some needs that can be addressed with conventional medicine such as pain control. Schapira: I do not suggest or refer patients for "alternative" treatments. I listen if they already have a stated practice or if they are consulting other practitioners and are willing to support them if I think it is useful to them. However, I consider psychological and spiritual support a conventional treatment, so I have a broad range of possible therapies for my patients.
As far as rules or principles for practice with patients using alternative treatments, I believe in being open, flexible, and nonjudgmental. I have no set of rules or standards. I accompany patients in whatever way I can. However, if patients are engaged in any alternative treatments I consider quackery or dangerous, I am not shy in stating my opinion even if it means that the patient transfers his care to another doctor. Bugno: This situation is somewhat tenuous. Admission that conventional treatment is not effective, that palliation of active symptoms and controlling the tempo of disease is now the operative principle, must be individualized to the patient. It must consider their underlying physiology, performance status, and inclinations.
In the realms of cancer therapies, most diet and nutritional alternatives are actually complementary and can be initiated even while on conventional therapies.
Other modalities, such as acupuncture and energy movement therapies, bioenergetic techniques, homeopathy, visualization and imagery techniques, hypnosis, and spiritual healing can be used under virtually any reasonable circumstance and may be applied as the individual setting allows. More esoteric approaches, such as dendritic cell therapy, wholebody hyperthermia, UV blood irradiation, high-dose vitamin C therapy, to name a few, can certainly be pursued outside of my own personal practice after I have made an initial exploration of potential merits relative to perceived side effects. The drive toward these modalities often comes from an interested family member, whose diligence and tenacity in doing research can be quite impressive. Personal inquiries and retrieval of information from Internet sources are frequently important in these instances. It is fair to indicate in these settings that although the patient is free to go anywhere, he or she should consider the multiple impacts of these therapies, including the economic, emotional, and physical levels. Patients need to realize that many forms of alternative therapies are still searching for credibility based on something other than anecdotal cases.
Are there any rules or principles of patient care in these instances? Well, the patient as consumer is entitled to seek and experience whatever he or she desires. Our role as a resource person is to give an honest appraisal and help guide the patient's due diligence in assessing the merits of any potential alternative therapy. Although patients may certainly realize that no magic bullet exists, they may nonetheless choose options that satisfy multiple needs simultaneously. These can include (1) continued pursuit of remedies to improve the body/mind, (2) assuaging the urgings of well-meaning family members, and (3) exploring other factors that are not fundamentally physical in character but stretch into emotional, psychological, or religious/spiritual realms. Geffen: At our Cancer Center, we specifically do not advocate or offer unconventional, or alternative, therapies to treat cancer. Once again, our focus is on whole-person care, but the approach is built on a foundation of meticulous, state-of-the-art, scientifically based medicine. In this context, the complementary therapies we offer are used in conjunction with conventional treatments and are designed to address the needs of the body, mind, heart, and spirit of patients and their loved ones. In my experience, this consistently produces the best results. As we all know, however, many patients with cancer will encounter scenarios in which conventional treatments offer truly minimal benefit or are no longer working. In these situations-when it is clear, for example, that chemotherapy is not going to be helpful, or there are no further chemotherapy options available-many patients want to explore and try unproven or alternative treatments. This is completely understandable. If a patient really wants to pursue these options, and if the treatments themselves are not overly dangerous, financially predatory, or logistically impractical, then I am all for it. Why not? To me it just makes sense. And I am happy to monitor and support them along the way. This is very different, though, from a situation in which we have known and effective conventional treatment options and a patient refuses to even consider them. This can occur for a variety of different reasons, ranging from fear of conventional treatments, to deep misconceptions about their benefits and potential side effects, to negative references based on past experience with family or friends, up to distrust or resentment of the "medical establishment." In these cases, if the patient isn't willing to work on the deeper issues affecting their choices-things like fear, anger, or distrust-I usually respectfully ask them to seek care elsewhere.
I recently cared for a woman with locally advanced breast cancer, though, who was a unique exception to this general rule. She had a tumor growing in her left breast for several years and never told anyone. She finally called my office and asked to see me. When she removed her bra and showed me what was going on, it was astonishing. The tumor was eroding through her skin, had become infected, and was oozing blood and pus. I asked her why she hadn't done anything about this until now, and she said, "I believed that Jesus would heal me." She then steadfastly refused to consider undergoing surgery or to take any chemotherapy, hormone therapy, or radiation therapy. She was convinced they would be harmful to her. I have to admit that this was painful to see and hear, because I knew that conventional treatments could really help her. But she wouldn't budge. We talked about this for a long time, on numerous occasions. She was absolutely convinced that she was doing the right thing for her, and she was at peace about her situation. She also genuinely appreciated the opportunity to come in periodically to talk about her situation, so I agreed to follow and support her as things evolved. Over the next several months, she did not waver in her conviction to refuse all conventional treatments. Instead, she took a variety of herbs, vitamins, and supplements; received acupuncture and Reiki treatments; went on juice fasts and cleansing programs; prayed; and did a lot of affirmations. Meanwhile, the tumor kept growing and started to spread. Even then, she kept pursuing her own path and never felt she had made a mistake. She finally passed away, very peacefully, surrounded by family and friends.
Point 6.
When a patient has experienced a severe worsening of disease (eg, cachexia and distant metastases), do you find specific psychological approaches helpful in assisting the patient to work with the emotions they experience in understanding their bad news and making useful decisions about future medical care? If the answer is yes, please describe these approaches.
Collichio: When a patient has experienced a severe worsening of disease, I find some psychological approaches helpful in assisting the patient to work with their emotions. The most common psychological approach I use is to encourage them so seek religious help either though their own prayer or through their church. For those without a formal religion, I call on them to first accept what is going on, cry a bit, and then gather up positive thoughts and do things that will keep them positive. Schapira: I try to help them explore their own feelings and to look for cues in their body language, their use of words and requests so that I may better understand their view of the situation and their wishes. With patients who are having difficulties accepting the bad news or are not very articulate, I often will use a narrative style and retell the story of their illness and remind them of other moments along the disease trajectory when we have made decisions about care. Then I frame the present situation in the context of our joint history as a team used to making decisions together, and the new decisions often appear easier and flow from using this narrative approach. Bugno: The best approach of which I'm aware is honest, open, and flowing dialogue. If one establishes proper bonds of trust at the inception of the interaction, then working with patients day in and day out can make any particular clinical situation another variable in the relationship, rather than a specific crisis point. Working with emotions is a key component of physical health, as well recognized through modern concepts that extend psychosomatic medicine, such as psychoneuroimmunology and all its variations. Moreover, the patient's state of mind when embroiled in the whirlwind of emotional turmoil doesn't allow for clear, rationale thought and instead can unearth an array of further negativity that supports the downward spiral into further deterioration of their very lives, as well as any hope for a reasonable quality of life at any given moment. Providing a patient with tools to cope with these situations at an emotional level is thus critical at several levels. Reminding patients of the importance of the breath is one such tool: it can help them center, focus, and reassess their choices when faced with overwhelming negative emotions and chaos. Another useful concept is the use of strategies aimed at improving heart rate variability (eg, Institute of Heartmath, http://www.heartmath.org), in which focusing on positive emotions can bring about a rebalancing of the autonomic nervous system and its myriad inner connections, from the immune system onward. Other techniques, including prayer, meditation, and mindfulness, can be empowering. Other senses can be engaged through creative visualization, and the positive physiology developed in such visualizations can be later recreated by developing emotional "hooks" that correlate positive psychoemotional states with a trigger such as putting 2 fingers together. The list of such techniques is long. In essence, all are meant to bring
Point-Counterpoint
patients back into the present moment of the reality at hand, away from the past (which can't be changed) and the future (which has yet to be created). Geffen: One of the core messages in my book, tapes, and lectures is that we are human beings who have a body, but we also have a mind, heart, and spirit. Amazing as it may seem, awareness of this obvious fact is sorely lacking not only in the world of conventional medicine but quite often in the alternative and complementary medicine world as well. Herbs, vitamins, and diets can be used in just as mechanical a way as chemotherapy and radiation. The central point is that deep and long-lasting healing of the body is impossible without equally deep healing on the mental, emotional, and spiritual levels. An additional distinction that I have come to deeply appreciate is that the context of cancer care is often just as important as the content of the care that is provided. A very significant part of the healing and transformation that occur in our patients happens simply because of the environment that they are in, not because we happen to offer an array of complementary therapies. And even though the quality and level of our conventional medicine is extremely high, we understand that, for most people, while conventional medicine is critically important, it only addresses their problems on the physical level.
Thus, for many individuals, the context of the Cancer Center-the environment, atmosphere, consciousness, and manner in which they are treated-is just as important as the specific treatment they may receive. This context has been carefully and deliberately created to be one of meticulousnesss, loving kindness, compassion, joy, harmony, and possibility. First and foremost, we work very hard to achieve a standard of precision and care that far surpasses what people routinely encounter. We also work very hard to create an environment in which patients are openly and wholeheartedly embraced by every member of the staff. Everyone who works here understands that their primary, fundamental job is to be meticulous in their work and to have patients and their families feel genuinely loved and cared for. When this foundation is real and solid, a tremendous amount of healing happens that is independent of my input or interactions with the patient.
Another distinction in this process has to do with how patient flow is organized. Most medical practices organize their patient flow so to be as efficient as possible. Everything is automated to the greatest extent possible, with the aim of minimizing waiting times and the number of contacts patients have with staff or other patients. The goal is to get the patient in and out of the exam room and the clinic with the least number of interactions that can be managed. Highly paid consultants actually work very hard to map things like this out, and a major goal of this is to save money. Patient flow in our center is organized with a very different objective. We look for ways to enhance the number and quality of interactions between our patients and staff. Why? Because "connection with others" is an important component of our Seven Levels of Healing Program. Thus, every interaction presents another opportunity for connection, communication, sharing, and healing. Many patients will come to the center and get 8 or 10 hugs on the way in to see the physician or nurse practitioner and another 8 or 10 on the way out. And they love it! The atmosphere is so warm, positive, and upbeat that they often linger long after their appointment or their chemotherapy treatment-or their massage, acupuncture treatment, yoga class, or support group-not wanting to leave. This is beautiful to behold. It occurs because we consciously and intentionally designed it to be that way, because we know and understand that this kind of warm, loving connection with others is a powerful catalyst for healing to occur, on many levels. Of course, if some patients or their family members are not interested in that kind of emotional connection, then we respect their wishes and organize their visits in a way that is comfortable for them.
So the first step in facilitating emotional healing is to create an environment where every member of the staff have the opportunities and capacity to provide love and support. Of course, in order for this to be real, the staff have to be healed and empowered themselves, and this is something else that we work hard on maintaining and fostering. It just can't be accomplished otherwise.
Individual patients will tend to bond more strongly with different staff members, in different parts of the clinic. For example, a tremendous amount of activity goes on in the chemotherapy room and in the injection room, where growth factors are administered. We don't allow any TVs in these rooms, and they are designed to be welcoming and beautiful. As a result, people connect with each other and with the staff, and it is remarkable to experience the amount of laughter, sharing, and healing that occurs spontaneously in those 2 areas alone. But we also encourage our billing clerks, receptionists, lab technicians, nurses, phlebotomists, and all other staff members to spend personal time with our patients. It's really beautiful to see the web of connections that form as a result and how people open and transform as a result.
Next, we encourage all of our patients to get involved in one or another of our different support groups. We also work with a number of psychologists and therapists in the area and refer patients who might benefit from personal therapy sessions. We also offer meditation, relaxation, and guided imagery classes, and it's wonderful to see what occurs in them as well.
In my experience as an oncologist, I can honestly say that no patient truly heals from cancer without undergoing a genuine healing of their emotional self. It just cannot happen. You may be able to achieve a clinical "remission," but if genuine peace and serenity on the emotional level has not also occurred, the patient will not truly be healed. For me, assisting patients and their loved ones in this area is extremely important because I know and understand what a critically important difference it can make in the lives of everyone involved. One of the saddest things to see is an individual with cancer-and this is not uncommon at all-who is obsessed with the technical or dietary aspects of their care, and the "elephant in the room" of their mental, emotional, and spiritual distress is glaring right in front of them, crying out for love and attention, yet it is ignored. We have to change this in medicine, now more than ever. When my staff and I opened our Cancer Center 8 years ago, we decided to create a living, breathing model that demonstrates how these goals can be achieved, in the real world, in a very simple, practical way. Fulfilling that vision has been one of the most rewarding aspects of this work.
People have asked me over the years for a definition of the essence of healing. How can we define this? What is the essence of the healing process? In the midst of an ocean of options and things to do, what really makes a difference? Having spent many years walking hand-in-hand with thousands of people on their journey through cancer, and after thinking deeply about these issues, I realized that healing at the deepest levels involves a combination of 2 qualities, an embrace of what I call the "two domains of human existence": the domain of doing, and the domain of being. The simplest way that I have found to express this is that true healing is embodied by "focused action and intention, wrapped in the arms of surrender." I think this definition hits the mark because people who are focused only on taking action never relax enough, slow down enough, and surrender enough to heal at the deeper levels. And those individuals who remain passive, and don't take action to try and improve their circumstance, oftentimes miss the boat. They miss the benefit of wonderful interventions and options that may be available to help them.
From my perspective, ultimate healing requires a balance of both qualities, doing and being. In my experience, individuals who experience the best outcomes have a balance between the ability to be proactive and assertive and the ability to trust and surrender. In our culture, though, we honor and encourage the notion of having a "fighting spirit." I personally think that the concept is overblown. I see many people who have a "fighting spirit," and they are often miserable. They come from all over the country and are supremely informed and knowledgeable about many subtle nuances and details of their treatment options. They have been all over the Internet and know all the statistics. They ask unending questions about the role of growth factors and hormone receptors and the differences between tamoxifen and raloxifene and Arimidex, or this chemo regimen versus that one, and all the various associated side effects. Or they are obsessed with this diet, or that supplement, or this antioxidant, or that herbal mixture, and are certain that they are essential for their care. Quite often, people like this become stuck in overdrive.
They may derive genuine physical benefits from their dietary or other treatment regimens, but that is fundamentally very different from true, genuine healing that involves their mind, heart, and spirit as well. And they never achieve an experience of inner serenity, calm, and certainty that is independent of external events. And this is too bad, because, as we all know, events in the outer world are changing all the time. Life is inherently impermanent and ever changing, so they are always at risk for more emotional upheaval.
As we discussed earlier, medicine has 2 purposes: a relative purpose and an ultimate purpose. The relative purpose is to fix the problem, to get rid of the cancer, to achieve a remission, to fix the broken bone. The ultimate purpose is to promote the qualities of deep healing that lie within the heart and spirit of all human beings and that are independent of circumstance. One of the most extraordinary gifts of being an oncologist is to encounter individuals who have achieved this ultimate purpose in their lives. These are remarkable beings who radiate love and joy, harmony and humor, wisdom and compassion, regardless of how things are going for themselves personally. I have met many beings like this, people who have been filled with love and concern for others even while they were dying from cancer. Many of us have known people like this and have been touched by them. These are individuals who somehow lift the spirits of everyone around them, even if they themselves are enduring very difficult circumstances. These people are living proof that it is possible to be filled with love, joy, and gratitude-to be healed-even if your body is sick. They are living proof that the experience of love and joy and fulfillment that we all seek truly lies within and, ultimately, is independent of circumstances. These individuals exemplify the real paradigm shift that has yet to occur in medicine, which is a wholehearted, unabashed embrace of its ultimate purpose: to help all beings experience love and joy at the deepest level and to know that this is our true essence, the essence of who all we truly are. I believe that our job, and the greatest opportunity we now have-as physicians, healers, and health care workers; as a community; and as a culture-is to focus as much energy and attention and resources on fulfilling the ultimate purpose as we do to the relative purpose. This shift in focus, which involves an embrace of both the relative and ultimate purposes of medicine, is the change that I believe will lead to the transformation in health care that so many people are longing for.
Point 7.
Do you frequently experience family members' raising doubts about treatment strategies (conventional, integrative, or alternative)? Do you frequently experience family members' attempting to push patients into accepting treatment strategies that the patient does not really want to accept? What strategies do you find helpful in handling family dynamics in these situations?
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Collichio: I rarely experience family members' raising doubts about treatment because I bring the family in on the case right away and explain everything to them. When I come across a family member who does not accept the situation, we will sit down and talk. Schapira: Very often! And I do experience family members' pushing patients into treatments. I think this type of problem is best resolved by having a family meeting and allowing the patient, family, and doctor to express their view on what is best and to help align expectations. Everybody must feel invested in the ultimate plan of care, and it may be necessary to listen and negotiate if there are differing viewpoints.
The most important thing is to avoid unnecessary confrontation. Bugno: To some extent, well-intentioned family members may take up a "calling" to do their due diligence by gathering up volumes of research information on state-of-the-art diagnostics and therapeutics-all courtesy of free Internet access. This can be a curse, as well as sometimes a blessing. Why? First, problems may arise from the patient's perspective: they may not want the information and do not feel it will assist them. Such information may nevertheless have to be honored because of the enmeshment that often typifies codependent states. Second, in their zealousness, but also their ignorance, family members can literally undermine a doctor-patient relationship by creating questions and biases in the mind of the patient and can sometimes coerce a decision toward a particular treatment program, institution, or system. The potential for antagonism is created in which the patient may be ushered into having to play a psychological game between family loyalty, the clinician's expertise, and their own intuition. Surprisingly, the patient's complicity in this scenario is the same pathology that underlies what many have noted in regard to the psychological and emotional pathologies that assist in the evolution of cancer: helplessness, hopelessness, putting everyone else first, and service to all in deference to honoring the self first. Unfortunately, this situation perpetuates the pathology, rather than contributing to the solution. Allowing a patient time to explore this analysis of this situation can be very empowering-and can favorably contribute to the patient's healing path. Because there may be long-standing relationship issues imbedded into a cancer patient's past and present, even the astute physician may find it difficult to intervene with useful information. The only recourse is honest, open communication regarding treatment options encouraging frank dialogue with the patient, even if it means that a one-on-one session excluding other family members must initially occur. This is sometimes the only way to protect the patient's best interests from becoming buried within the family/ support system dynamics, as it allows for the patient's own personal exploration. Then, after sufficient time has been allotted for open discussion with the patient, the consultation process can be expanded to include key family members who have a vested interest in the patient. Sometimes, with the patient's permission, a family conference can be useful at least to provide an opportunity to create bridges and break down divisions, so that the patient's clinical course can be pursued with emotional as well as psychological clarity. Within that arrangement, heightening awareness of what the patient really wants for himself or herself, versus what the family wants for the patient, can be critical to a healing exchange. It also affords the patient a sometimes unique opportunity to state what they truly desire. Geffen: The short answer to the first 2 questions is "yes."
More often than you can imagine, dysfunctional family dynamics are part of the big "elephant in the room" that causes pain and suffering for everyone. Family members raise fears and doubts about everything! I have seen the whole spectrum, from pressuring patients into accepting alternative or conventional treatments or into refusing treatments of every kind. This is one of the most extraordinary dynamics to witness and sometimes it is very sad. In these circumstances, patients will override their own natural instincts or desires because they don't want to disappoint their family members. Or because they feel guilty. Or because they feel frustrated and unsupported. Whenever we see these dynamics going on, we get appropriate team members involved. We encourage the patient and their family members to explore counseling or therapy of some kind. When medical or treatment-related decisions are at stake, however, I always make it very clear to the family members that I regard my primary responsibility as being to honor the wishes of the patient. I do this in a very respectful and compassionate way, but I am very clear about it. If necessary, I won't hesitate to ask the family members to set aside their own personal emotions and issues, even though I know this can be hard to do. In many cases, it is clear that the family members are dealing with huge unresolved personal or family issues and need personal therapy themselves. When this is evident, I strongly encourage them to get it. I will also often hold a private family meeting, with the patient not present, in order to get these issues straightened out. If the family members are angry, upset, frustrated, or fearful-and they often are-they need to deal with those emotions on their own. It can be extremely destructive if a patient wants "x" and the family wants "y." The patient goes home and feels unsupported and unloved by their family members. This is unfair, and in such circumstances, true healing becomes very unlikely, if not impossible. So I try to remind the family members that this is a critical time in all of their lives and to appreciate the gift of being together, which may not last very long, and above all, to remember that their loved one deserves unconditional love and support, especially at this critical time. It is also important to mention that you can be in a family conference and say that x, y, or z has appeared on the patient's CT scan and, if there are 5 family members in the room, the 5 individuals may hear 5 different things. One person hears a pronouncement of impending death; another hears the possibility of cure. It is an amazing phenomenon and one that merits keen awareness-and extremely clear and careful communication-on the part of physicians.
Point 8.
Do you think it is valuable to provide specific probabilities of treatment failure? Can you provide examples of when this might or might not be helpful?
Collichio: It is important for patients to know that their treatments may or may not work. I use words like "this treatment has a good chance of helping you" when the statistics make it that way or "this treatment has a slight chance of helping you, but since the side effects are low, I think we should give it a try." Most of the patients I treat don't want specific probabilities. Schapira: It really depends on the situation. I think not everybody understands statistics or discussions framed in terms of means, averages, and statistical probabilities. However, in our Western culture, most patients want at least some information and some estimate of success. How one frames the discussion will influence their decision. Some always talk in terms of chance of success and others of failure; I have no "recipe." Bugno: Although I'm inclined to believe that numerical recitations of treatment outcomes may have legal merit, they too often create idealized artificial situations and convey an inherent negative outlook on the future. Overall, they can be misused, if not blatantly misinterpreted. I find myself using the idea that statistics are great in books, but for the individual, decisions are still all or none. This is a good starting point in discussing probabilities. For those who have no knowledge or only a rudimentary knowledge of statistics and their limitations, the mere concept of a 40% probability of 3-year survival is an overwhelming thought. This language literally turns people off, making the patient more likely to either monitor the physician's body language or seek an interpretation from those in their immediate relationship dynamic. Similarly, even intellectuals may find themselves ruminating over the numbers, unable to translate a 5% difference in probability between treatment arms into a meaningful correlate for decision making. This becomes even more confounding when the therapeutic index is actually considered. Is it more likely that a patient will live longer under one treatment or the other? Is it more likely that how a patient lives will be adversely affected by the treatment? Developing yes-or-no answers to these questions based on statistical data is difficult, if not impossible. I find that statements of trends can give more practical meaning by which patients can make individualized choices from among differing data sets and clinical scenarios: is a treatment program highly likely, more likely, neutral, less, or least likely to be valuable? Granted, there are still occasional patients for whom discussion of the nuances of statistics can help decipher potential relationships and avenues for treatment. This is common when a patient may be considering a phase I or II clinical trial, or when a study may statistically meet the criteria for its validity, but the practical implications are too small to be comprehended by the patient. Again, communication is the key, and helping the patient understand the truth behind the statistics is the best way to aid in their path of care. Geffen: I think the answer to that in general is "no," because focusing on treatment failure has a vibration of negative energy associated with it. On the other hand, there are some occasions when it could be important. My own impression is that many physicians, especially oncologists, often use numbers and statistics in a way that undermines their true purpose and value. Statistics or probability estimates are rather funny things. While they are intended to be helpful, and often are, the numbers can often be manipulated and interpreted in many ways. And it is important to remember that statistical results that come from studies of different numbers of patients, under different circumstances, can often give only a general overview of what might happen in one particular patient, in a different circumstance. The truth of the matter is that you never know what is going to happen with an individual sitting in front of you. So statistics are helpful to give one an overview of what we might expect, but I don't believe they should be used as a club to frighten or intimidate individuals into accepting, or declining, a particular treatment. I certainly give statistics when they are requested, or when I think they are particularly helpful or appropriate, and I try not to whitewash or minimize the facts. The bottom line with statistics, once again, is that-at the end of the day-you can't predict what's going to happen to a specific individual, and I often emphasize this point. This is true even if the official "response rates" for a specific treatment are low, and especially if the patient is highly motivated, is not ready to give up, the treatment is reasonable, won't harm them, and there aren't many other options. In those cases, emphasizing a statistically low response rate is counterproductive and unkind. Knowing that a certain percentage of patients in a given study didn't respond to a particular treatment tells us little about what is possible for any one individual. We have to be honest about the facts but remember to have humility, too.
Point 9.
Do you find that patients in your practice want to have all possible information about their disease and prognosis, or are there patients who do not want to hear too much about negative
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prognostic information? Do you ever feel that your patients are becoming overwhelmed with an excess of medically based bad news that is perhaps beyond what they can handle emotionally? What do you do in these situations?
Collichio: The patients in my practice do not want to have all possible information about their disease and prognosis. They don't want the facts belabored. Remember that they are afraid. They need to get just the right amount of information that will help them understand their disease and their treatment. Inexperienced doctors frequently give too much information. When I am training people to be oncologists and I see this happening, I will interrupt and say, "Wow, that was a lot of information. What you need to remember from all of this is. . . ." Schapira: Some do. But there are absolutely some patients who do not want to hear too much. The way we give information should definitely not be a "one size fits all" approach: that is a recipe for disaster. I do find patients who are overwhelmed, and often the patients already are saturated with information by the time I meet them. I try to gently support them, try to simplify things for them and assure them that they don't need to and in fact can't become experts overnight. Bugno: Both patient extremes can be experienced in any typical oncology or even integrative medicine practice. Most patients, however, acknowledge an inherent responsibility to at least become aware of the underlying mechanisms, the current situations (including limitations) regarding the available treatment options, and a sense of prognosis. I don't find, though, that telling a patient that he or she has a 35% 2-year survival has tremendous benefit or really allows them to move forward to engage a healing paradigm. Moreover, the often negative stigma associated with distressing news, once it enters a patient's perception, can certainly have a peculiar power. This is especially true for patients who are not aware of the idea that what they put their attention and intention on, they will draw toward them. I feel it is useful to recall that each individual is a holographic, interwoven energy and information being who is constantly cocreating his or her own reality. If we can realize that, on some level, every time we blink we re-create our reality and that although we appear most solid and balanced, we are in constant dynamic exchange and interrelationship with the atoms of the cosmos, then we can perceive the various ways in which negativity may attract its own negative outcome by law. Patients can be helped to remember that while the pattern of the body continually remains a manifestation of our etheric body, our actual physical being is in constant flux, with 98% of our atoms exchanging within 1 year and the entire physical structure remodeled within 48 months. Negativity can act at a variety of levels.
Of course, there must be balance. It is irresponsible to withhold factual information and its impact of which we are aware, such as metastatic disease to the brain from an underlying cancer. On the other hand, in any individual setting, if we knew exactly how the future would play out, we could choose to forgo the experience. So there is at all times an element of free will: perhaps it would enact the same scenario, or perhaps new choices could literally change the body/ mind system. Moreover, as Larry Dossey and others, such as Gregg Braden and Deepak Chopra, have taught for some time, there is some thought that nonphysical realms can exert tangible change at the physical level. If a patient is open to these ideas, then one can certainly go into such a discussion. How much of this would be actually shared with an individual patient is subject to their interest in understanding the multidimensional nature of human illness.
How does one ultimately address the virtual avalanche of possible information and honor what is useful for the patient? Ask! How much a patient can handle can be ascertained through the process of doctorpatient interactions, both by what the patient says and by how they behave. It soon becomes clear what a patient's needs truly are: you can see through their body language if the information energizes them, giving them something that they can grasp and work with. In the opposite situation, you can see through nonverbal cues whether information is just a power drain, promoting either a mentality of the sheep going to slaughter or, even worse, indifference. In these cases, research has indicated that those whose emotional predisposition is to fight, to be angry, and to take action when given this information may be at an advantage. The physician's awareness of communication, both nonverbal and verbal, coupled with staying in touch with his or her own intuitive guidance, can be the best approach. Geffen: As we discussed earlier, I believe it is always possible to present information in a balanced way and to try to find something positive and supportive to say, even if you don't have many options. If patients want all of the available statistics and information, I give it to them. If patients don't ask for all of the information but seem to be struggling with a decision, I will often ask them, "Would you like more information?" I don't just dump all the data on them. It is also important to recognize that the burning desire for more and more information can actually be a cover for deeper emotional issues or dysfunctional interpersonal or family dynamics that are not being addressed. I think we have a responsibility to cultivate the awareness and sensory acuity necessary to discern what is really going on and to respond in a way that empowers people to the greatest degree.
Point 10.
Would you use the strategy mentioned in Baile's paper of offering treatments that you do not think would work in order not to destroy a patient's feeling of hope? Would you offer treatments that have a small probability of success in this situation? If possible, please qualify your answer with a specific example or two.
Collichio: I would not offer treatment that would not work in order not to destroy a patient's feeling of hope. Remember that hope comes in many forms, and even the dying patient can have hope. The religious dying patient looks forward to heaven or to seeing their God. The nonreligious dying patient looks forward to being pain free. Some look forward to simply being off of chemotherapy and enjoying whatever time they have left with their families and free from side effects of medicines, radiation, surgery, or what have you. So hope can be placed into even the most desperate discussion. Schapira: Never, I think that is neither helpful nor ethical. I might discuss treatments with a small probability of success. This is a tricky question in oncology because we always hope and think the newest drug has more promise, and we don't want to withhold a potentially life-saving or life-prolonging drug from our patients. I think this calls for real informed consent and should be reserved for few cases. Bugno: Once again, individualization is the key, and responses by patients are a reflection of their inherent position about the value of their own lives and their considerations for contributions to medicine. In exploring various treatment options, especially in the scenario in which existing cancer-directed treatment strategies have been exhausted, it is important for the patient to realize that as they value their life in greater perspective, they may be willing to either pursue treatments with unknown benefit/risk profiles or consider treatments that may be beneficial in the individual setting only. Not so much to avoid destroying a patient's feeling of hope as to attach a greater, societal significance, one can propose clinical trials of phase I or II character. With clear understanding that the trial may improve quality or quantity of life but would, at minimum, improve scientific understanding of disease processes under the influence of some therapeutic strategy, this could be a reasonable pursuit. On the other hand, with patients who state that their focus is on doing things with some practical benefit to their body/minds as a whole, and that they are secure with the notion that the outcome of this chronic disease of cancer includes the likelihood of death down the road, perhaps the most logical program would be to employ various complementary and alternative treatment strategies where the downside is minimal and the upside potential can be realized, even if not quantified. One caveat in moving toward these therapies, however, is the possible economic downside since insurances essentially do not cover either nutraceuticals nor many psychoemotional strategies or bioenergetic approaches such as Reiki and healing touch. These may assist the patient's quality of life, but if they are later found unaffordable, this may add even more to the angst of the circumstances. CAM approaches are inherently safer and may thus fulfill the criterion of being employed with an expectation of an improved treatment outcome: quality of life if not quantity.
Geffen: It depends on the circumstance. I don't believe in trying things that I really don't believe are going to work and especially if they may be harmful to patients. Nevertheless, as indicated, I have no problem offering treatments that have a small probability of success in a patient who has a good functional status and a high level of motivation, particularly if the patient has a compelling reason to live and wants to keep trying. If there is a therapy that can legitimately offer some hope, then in these circumstances, I would support its use. I wanted those options for my own father when he was dying of gastric cancer, and I would want them for myself or a loved one. So I feel that offering to my own patients is the appropriate, honorable thing to do.
Point 11.
Physicians need the insights of medicine and psychology as much as their patients do. How do you care for yourself so that you can handle the emotional ups and downs of an oncology practice? Are there specific psychological or physical techniques that are helpful to you in self-care?
Collichio: I completed residency in 1990 and oncology in 1992, so I have been in this business a relatively long time. In medical school, I brought some concerns home to my husband, and he reminded me to be a caring doctor but not to burden myself with problems I could do nothing about when I left the hospital. In the beginning of my career, the nurse I worked with (who became a close friend), would interject or give me a funny look when she saw I was becoming too emotionally involved. So I learned to cope by doing as much as I can for these people and at the same time recognizing that there are things about cancer that I have no control of. I will be compulsive to follow their tests, look at their x-rays, call them, read about their diseases, and know that at the end of the day, I have done what I can. I take time out for my family (my husband and I have an 11-year-old daughter and 6-year-old son). I exercise (run, swim, and bike), and I play the piano. I am not religious, but I am spiritual so all of these things help me cope. I also think that oncology is a beautiful profession in which you are part of peoples' lives at their most needy and spiritual times. Schapira: I limit the size of my clinical practice, try to diversify my activities to include some time for projects that take me out of the clinical field and allow time for reflection. I find that being very focused and practicing mindful medicine helps me to stay fresh and interested. I take time off from work on a regular basis and have outside interests that help maintain balance and harmony in my life. I also exercise regularly; I find it enormously helpful! Bugno: The most important component is ongoing awareness of each and every clinical encounter and the unique relationship and experience in each, along with the conviction that there are no coincidences. Balance is needed, both in personal health and in perspectives on illness and disease, as are mechanisms to promote self-care, including all facets of the mind/body/spirit spectrum. Balance and self-care honor the notion that what is good for patients is good for self by promoting health. Also, in acknowledging the uniqueness of each human interaction as an energy exchange, it is imperative that we stay in the present moment and that we do some form of selfprotection against spiritually and emotionally needy individuals. It is important to remain compassionate and empathetic, not sympathetic. We can maintain our own sacred spaces while sharing the experiences of others by realizing that each individual's healing journey is his or her own and that we must let go and honor that person's path.
Holding others harmless and noninterference are key principles that the clinician must recall. Similar principles are stated in the Toltec tradition: (1) always speak your truth (ie, be impeccable in your word), (2) don't take anything (or anyone) personally, (3) assume nothing, and (4) always do your best in the present moment. These are important aphorisms that are helpful in daily interactions, whether within the confines of a doctor-patient relationship or with life in general. Watching thoughts, because they create the reality that we experience, and monitoring feelings and emotions are useful feedback devices to the extent that one's thinking is in alignment with the higher self. Finally, living each day and each moment as if it is all we have moves us toward being the best that we can be and, in truth, living the authentic self. Geffen: There are a number of things that have profoundly enhanced my ability to do this work and to practice oncology with my heart wide open. By the phrase "heart wide open," I mean that I consciously choose to allow myself to feel and care deeply about each and every one of my patients and to not distance myself from them emotionally. Of course, at times this can be challenging because people with cancer have many problems and challenges, and they go through a lot of things that are not easy. And, ultimately, many will die of their disease. But in the end, loving and caring in a personal way is very fulfilling because there is so much love that is shared in both directions. I would also add that if I didn't have a personal philosophy that allowed me to see death in a spiritual context, I would probably have a very hard time. Because of my own spiritual beliefs, I don't see death as a failure. Rather, I see it as a transition, or even a graduation. We fulfill our mission here as best as we can and move on. I know how hard it can be to say goodbye to those we love, because I've been through it with so many patients, not to mention my own family members. But death is not a failure, and it is important for people to know this. For many years, I have been a student and practitioner of meditation. This has been an incredible gift and support for me in this work. In fact, of all the practices I do, I find that meditation is the most powerful way to reconnect with my own inner self in the midst of an incredibly busy and demanding life. It also allows me to let go of the extraordinary human struggle that I confront for 10 or 12 hours every day. In this sense, for me at least, meditation is the ultimate medicine.
I am also a firm believer in exercise as a way to maintain a healthier state of being. I try to exercise every day and usually do. I am also committed to having a healthy diet and try to drink some really good water every day. I pursue all these things because I recognize that if I am not physically strong and emotionally healthy, then I cannot be as effective for my patients. I can't love them as deeply as they need and want me to, or as deeply as I want to. This is important because, for me, this whole process is ultimately about giving and receiving love. I think that the most important thing for us all to remember is that we are here to give and receive love and to remember who we really are. Throughout history, great spiritual teachers and masters have expressed this same message. And if you speak with people who are dying, as I have been privileged to do quite often, they will tell you the same thing. To experience love and joy, and know who we really are, is our ultimate purpose. If you know and are in touch with this ultimate purpose, then you always have an opportunity to focus on what matters the most, no matter how challenging or hopeless the circumstance appears to be. Regardless of what is happening, there is always an opportunity to give love, to be kind to yourself and others, to be still, and to remember love. And that is one of the greatest gifts of working in oncology: in every moment, we have the opportunity to remember, to express, to practice, and to embody these great truths.
Summary and Perspectives
Block: It is obvious from this set of responses that we have heard from 4 oncologists who all consciously practice with compassion and heart. In most ways, there is more similarity than difference among the integrative and conventional practitioners. Although the integrative practitioners have responded at greater length than the conventional ones, it is likely that they are frequently simply giving details of thorough processes and patterns of interactions that take place or are implicit in the practices of the conventional practitioners. A summary of responses is in order first, before I point out some overarching themes that emerge from the contributions.
Frequency of Discussions of Bad News
It is clear that all 4 physicians are experienced in giving bad news, of a variety of types. On a monthly basis, responses tended to range from 20 to 50 times per month; Dr. Geffen's clinic discusses bad news up to 100 times per month, presumably shared among a few doctors. It is pointed out that different topics can be classed as bad news, from the minor to the life threatening. these strategies. Another problem arises when treatment options to handle the recurrence are not clear: a straightforward plan to treat the recurrence is the best follow-up to giving the news about it, but if that is not possible, an assurance that one will explore all options can help all involved to digest the consequent lack of clarity. Finally, when patients have already prepared themselves for the reality of a potential recurrence, but family members have not, a distressing element of the patient's having to console other people can enter the picture, leaving the patient in a position of having to take care of everyone else, a role that they may be well acquainted with if they are accustomed to a pattern of type C behavior.
Options Available to Patients When Conventional Treatment Fails and Use of Alternative Therapies
Collichio and Schapira do not offer patients referrals to alternative medicines, although Schapira considers psychological and spiritual support a conventional treatment, while others might see it as complementary. Schapira does apparently have patients who pursue some alternatives: she will support them in any reasonable way, while speaking out about any therapies she considers potentially dangerous or unjustified. Bugno points out that many of the complementary and alternative therapies are actually ones that can be initiated while the patient is still on conventional therapies, as well as after the latter are no longer useful. Patients who pursue alternatives outside his practice, such as high-dose vitamin C therapy, are certainly able, as medical consumers, to choose whatever options they would like, including those that access the spiritual realm as well as the physical. Bugno also mentions the importance of exploring the credibility of treatments his patients are interested in. Geffen takes a similar approach and is happy to monitor and support patients who want to explore alternatives that are not dangerous, impractical, or financially predatory.
Geffen, however, raises another type of problem: the patient who refuses even conventional treatment options that are known to be effective, for reasons ranging from misconceptions about risks and benefits to distrust of the medical "establishment." Integrative practices do see patients of this sort, probably at a higher rate than do conventionally oriented practices. While Geffen would generally ask that a patient seek treatment elsewhere if they refuse to consider the conventional medicine route, he does recount the story of a recent patient who relied exclusively on alternative therapies but continued to come in for talks about her situation, which she much appreciated. In my own practice, I frequently find that patients resistant to conventional therapies can be helped to accept them because of the large number of complementary treatments that are offered in conjunction with them in our practice, including supplements that help modify side effects. However, I still do see patients who refuse effective conventional treatment and seek only alternative treatment.
Specific Psychological Approaches for the Patient Whose Disease Has Worsened
Collichio mentions 2 specific approaches: urging patients to seek religious help through their spiritual affiliation or through personal prayer and urging people to work on acceptance and to do things to stay positive. Certainly, oncologists must be open to the realities of the assistance that can be offered to patients from spirituality and personal religious beliefs, and this is just one of the places in these responses where this importance is acknowledged. Collichio points out in her response to the last question her belief that one of the beauties of oncology is the fact that physicians are accompanying patients at their most spiritual times. Schapira explains an interesting technique that she uses for patients in this situation: retelling the story of a patient's illness as a narrative and reminding the patient of other times during the story when they have made decisions about care together. Letting patients see themselves in this perspective takes advantage of the power inherent for all of us in telling our stories; it seems a good way to make a patient feel truly acknowledged and cared about, giving them potentially a greater degree of comfort in making new decisions.
Bugno, as an integrative practitioner, reminds us that after establishing an open dialogue, some basic, in-the-moment stress-reduction techniques can be valuable. Reminding patients to breathe, focusing the autonomic nervous system in a variety of ways, and using creative visualizations to reduce stress reactions and establish a more normal physiology are methods that he finds useful with patients who experience stress after presentation of bad news. Geffen details the manner in which the consciously created atmosphere of nurturing support that characterizes his clinic can act to promote healing at a deeper level, at the level of mind and spirit, even when disease is worsening. His emphasis on both doing (taking advantage of the many helpful conventional and complementary interventions now available) and being (relaxing and slowing down enough to allow surrender to the actual circumstances and trust the spiritual healing that can result) serves his vision of the ultimate purpose of medicine: helping all beings experience love and joy. Along with Collichio's reminder of the importance of spirituality, Geffen's evocation of the person who is dying of cancer but radiating love and compassion to those around them recalls for any oncologist their experiences of patients who were unable to heal physically but clearly progressed and healed spiritually during their cancer journeys.
Difficulties With Family Members
Cancer is a personal disease, but its effects on family systems are unavoidable. The role of the patient's family can be one of marvelous and productive support, but this is not always the case. Collichio's experiences with families do not seem to be very difficult: she brings families into the picture right away and explains the situation to them and is generally able to resolve difficulties with a personal talk with the family member who is raising difficulties. It is clear that she is working with a different population from many integrative practitioners, who find that even family members included from the very start in an interaction may raise many difficulties, pushing patients into or out of treatment regimens and taking up what Bugno refers to as a "calling" to research conventional, alternative, and experimental treatments on their own. Schapira, in contrast to Collichio, frequently encounters family members attempting to influence treatment decisions. Her strategy is to have a family meeting to allow everyone to have input into the situation and to negotiate until all are invested in the plan of care, without unnecessary confrontation.
Bugno and Geffen have obviously had more difficulties with families, especially those whose members gather volumes of research on various treatments from the Internet, which can be at times a blessing but at other times a curse. These family members can undermine doctor-patient relationship dynamics. Bugno points out that these situations can play on some of the psychological pathologies that have been elucidated in cancer patients-helplessness and putting others first, most notably. Counseling a patient about these pathologies can empower the patient to assert his or her own needs and help the healing journey. The family conference is also something that Bugno advocates but with the caution that one-on-one sessions with the patient alone may be necessary to help him or her explore what is really most important without the impact of other family members. The patient may also need to be given a specific time in the conference to elucidate his or her needs to other family members. Geffen also recounts dysfunctional family dynamics that pressure patients into or out of treatments of every sort. He mentions the need to hold family meetings with the patient not present, to let the other family members work on the other unresolved issues that may cloud the treatment decisions. He reminds families to appreciate the gift of being together and being able to express unconditional love to each other during what is always a critical time, surely a very useful intervention. The difficulties Bugno and Geffen cite, with patients and family members attempting to participate in treatment decisions even to the point of being unproductive or disruptive, do emerge as one of the characteristics of the demographic group of patients who seek integrative care and are something that all integrative practitioners should be prepared to handle.
Discussing Probabilities of Treatment Failure
All 4 physicians approach such probabilities with caution. Collichio finds that her patients do not want specific probabilities but that they do need to know whether a treatment is likely to help them. Schapira points out the lack of understanding of means and statistical probabilities as such but the need of patients in our culture to have some kind of estimate of success. She individualizes her discussions with patients rather than having a general policy of discussing treatment failure or treatment success. Bugno points out that a patient's body language illuminates how overwhelming the concept of a 40% probability of 3-year survival can be and the way in which the well-educated can ruminate over numbers. He will most often use general statements of trends but does find that statistical discussions may be helpful if a patient is considering an early-stage clinical trial that may show some statistical significance that is without much clinical relevance. Geffen finds that the use of statistics is frequently counterproductive. He points out that we can never predict what will happen for the individual and that a treatment may be useful in the individual case in which the patient is highly motivated and not ready to give up, even if the statistical response rate is low.
Patients Who Are Overwhelmed by Information
Collichio strongly states that her patients-in contrast to some of those encountered by integrative practitioners-do not want to have all possible information, and she intervenes when she sees inexperienced doctors giving too much information to patients who do not know what to make of it. She has acknowledged the fear that her patients are in and the fact that they do not want facts belabored. Schapira finds that it is necessary to tailor her approaches to the patient and assures patients that they do not need to become overnight experts. Bugno also points out the need to tailor approaches to giving information by being aware of a patient's body language and other nonverbal cues, as well as by asking the patient how much they want to know, surely a helpful and direct strategy. He discusses
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Treatments That Do Not Work
The respondents in general will discuss treatments with a small probability of success, although not ones that they believe would not work; we may recall that the physicians in Baile's paper who felt this was acceptable tended to be from non-Western cultures, so this is perhaps not surprising. Collichio reminds us that hope can be in different forms: for some patients looking forward to being with God, or for others, looking forward to an end to pain or simply to being at home with family. Bugno discusses the recommendation of early-stage clinical trials as a way to put the significance of a patient's decisions into a wider societal context. He also points out the feasibility of supporting patients who wish to use alternative treatments that are not aimed at cure but that may be of practical benefit as far as quality of life, with the caveat that these may represent a financial burden that could prove to be disruptive. Geffen will offer patients treatments that have a small probability of working if they are highly motivated to live and want to keep trying new possibilities.
Self-Care for the Physician in Oncology
Three of the respondents mention exercise as a valuable means of maintaining their energy and balance, surely a good recommendation for the active lifestyle that integrative physicians ask their patients to adopt! Practicing in a mindful way is also mentioned by 3 of the respondents. Geffen in particular discusses meditation as a pillar of his strategies for self-care. Balance in life and balancing the need to support patients emotionally with the need to be empathetic without allowing our energies to be devoured by being sympathetic is also mentioned. Collichio reminds us of the beautiful privilege of being able to truly help people who are most in need of our assistance and the value of the spiritual approach in life as well as medicine. Geffen notes specifically, and Collichio by implication, that love and the need to give and receive love are central to our lives as human beings and as physicians.
Love may not be taught in medical school, but it is surely what motivates and sustains many of the world's most compassionate physicians.
Emerging Themes
Several overarching themes arise from the contributions of these 4 oncologists that are not so easily characterized as answers to questions. I would like to offer my perspectives on these themes.
Constructive Communication
The communication from the physician sets the stage for how new clinical results will be received by patients, for how meaning will be attached to facts. As Schapira points out, patients learn to cope from us: they perceive the meaning of the clinical resultswhich may be in a language with which they are unfamiliar-from the way we communicate them. We need to strive to be human beings in interaction with other human beings as the first step in communicating constructively. A detached and impersonal style of communication may work for a surgeon, who may not have to have a long-term interaction with a patient and his or her family. In oncology, however, we usually spend months and years in communication with the patient and may frequently be in the position of presenting clinical findings that will upset his or her life. Thus, even those among our respondents who favor a direct style of presentation of clinical data know that it is necessary to find some way to support the patient at an emotional/spiritual level. We must present news in a way that is honest but tactful and sensitive to the dynamics of a patient's life and family. Expressions of tenderness and concern are critical to our ability to work with patients in times when difficult decisions must be made in a setting of emotional turmoil. Our respondents have noted several different approaches to the presentation of bad news: their general framework is that the truth of the situation must be acknowledged in one way or another, that doctors must be in touch with the patients at an emotional level and must carry out their communication with consideration of the patient's emotional needs, and that presentation of a strategic plan to deal with the clinical results, or a means to develop a plan when the way forward is not clear, is crucial to help patients move ahead. There does seem to be some difference in the way information is presented between the conventional and integrative physicians: the conventional practitioners seem more likely to present bad news in a direct fashion, while at least Geffen, among the integrative practitioners, prefers to couch such news in a less direct manner.
insensitive and offensive? It is possible that they could (although it seems quite difficult to believe that they could find Drs. Collichio and Schapira themselves insensitive!) and that they could seek out alternative or integrative practitioners on this basis. But perhaps this perception arises from a matter of conflicting personal styles rather than insensitive physicians. It might be possible, for instance, for patients who prefer a more direct discussion to find the kind of delivery that Geffen describes to be a "sugar coating" of bad news that they find inappropriate and unhelpful in moving forward. Bearing in mind the fact that their styles may be shaped in some ways by the demographics and demands of their particular patient populations, integrative and conventional practitioners alike should probably refrain from critiquing each other on issues of modes of communication and reliance on psychological or complementary medicine techniques.
The Critical Issue of Time
Each of the respondents in this article mentions the importance of allowing adequate time for discussion of alarming clinical data. Schapira mentions scheduling time for follow-up telephone calls or appointments for such discussions when the initial appointment time does not seem to have been long enough, a strategy that is probably used by most of us in this situation. The pressure for medical visits to become ever shorter so that staff time can be used as efficiently as possible and costs can be kept low flies in the face of the critical need for time expressed by each practitioner. It is not clear how our medical system will move to accommodate this need, and that is a distressing fact that every physician must work around on a daily basis.
Statistics and the Truth
Our respondents very appropriately approach the use of statistics with caution. There are difficulties inherent in attempting to communicate data from survival curves to patients in emotional distress, not the least of which is that the survival data may be such as to cause even more emotional distress. Patients who seek out information and statistics on clinical trials themselves may encounter these problems on their own and may need to be helped to understand what the statistics mean for the individual case. If a patient is trying to understand if they would receive a benefit from a regimen that has a 40% response rate, they need to remember that 4 patients in 10 would respond to the regimen. Perhaps some of the nonresponders would respond better to another regimen with a 40% response rate. And perhaps some others of the nonresponders would not have a clinically relevant response on any available regimen. While in some instances, there may be ways to predict how patients might respond to a particular regimen, more often there is no way to make this prediction. In helping a patient to weigh his or her options in this situation, we need to remember that the response of the individual is what is important and that it is his or her response that is the ultimate truth for that patient. Integrative patients may take comfort in the idea that their ability to be in the responders group may be increased by a health-oriented regimen and a positive and enthusiastic attitude. But whether integrative or conventional, all physicians will need to help their patients wrestle with these questions of statistical probability and individual truth from time to time. We see the necessity of directness in giving some of the most technical information in medicine balanced with the need for clinical judgment and the art of medicine both at play in the question of how to treat statistics. It is perhaps the interplay between these 2 aspects of medical care that is at the heart of the question of giving bad news, and the balance is one that must be struck by conventional and integrative medical practitioners alike.
